PURPOSE Patients with serious psychiatric problems experience diffi culty accessing primary care. The goals of this study were to assess whether care managers improved access and to understand patients' experiences with health care after a psychiatric crisis.
INTRODUCTION
P atients with serious mental illness have medical comorbidity and may not receive adequate primary care; they have impaired physical and emotional health and use the emergency department rather than the primary care setting. [1] [2] [3] There is evidence that even if individuals with serious mental illness have a regular source of primary care, they may not access services because of a lack of coordination between mental and medical health care. 4, 5 Primary care is of value to patients with behavioral disorders. In one study, patients with psychiatric disorders viewed primary care as the cornerstone for both their physical and mental health care; they emphasized continuity of care and listening skills as critical components. 6 Getting connected to the physician, however, may pose a problem for patients with serious mental illness who are emerging from psychiatric crisis. Responsiveness of the treatment system and collaboration between mental health and primary care systems can enhance communication between medical and mental health care professionals and positively affect Kim S. Griswold 1 the aftercare of patients discharged from a psychiatric emergency department. [7] [8] [9] [10] Case management interventions for selected populations with serious mental illness, such as the assertive connection team or the patient navigator used in cancer prevention programs, have proven valuable and cost-effective in the community, and are effective in overcoming access barriers and in integrating medical and mental health care services for patients. [11] [12] [13] [14] [15] But we could fi nd no study that looked specifi cally at qualitative assessment of care management interventions between psychiatric emergency and primary care. This research was part of a mixed-methods study, using a randomized, controlled trial (RCT) design, to investigate the effectiveness of care managers in connecting patients to primary medical care after psychiatric crisis. We used qualitative methods to gain insight about these patients' experiences accessing primary and mental health care, and to better understand patients' responses and perceptions about care managers in the context of access to and initial satisfaction with primary care.
In this article we describe a qualitative analysis of patient interviews regarding their experiences of medical care after a psychiatric emergency visit and during the subsequent year, either with a care manager (intervention group) or without a care manager (control group), along with assessments of function. We expected that many of these psychiatric patients would have had poor experiences within the medical care system, and therefore we (1) documented their experiences; (2) assessed whether patients in the intervention group expressed benefi t after having a care manager who assisted with connections to primary care; (3) elicited patients' perceptions on the concept of integrated care to assess whether views were commensurate with the Institute of Medicine's (IOM's) impetus for a seamless system of care 4 ; and (4) performed functional assessments to track changes in physical and mental health function over the study period.
METHODS

Study Design
In an institutional review board-approved RCT conducted between 2002 and 2006, 175 consecutive patients seeking care in the psychiatric emergency department of an urban public hospital were recruited, randomized to an intervention or control group through a table of randomized numbers, and followed up for 1 year. The intervention group received care managers who helped them link to medical care, whereas the control group received usual care; selected care manager interventions are shown in Table 1 . Four patients in the control group received case management through the mental health system; these patients were regarded as intervention patients, as their experiences were more in line with those exposed to care management.
A measure of functional assessment, the 36-Item Short Form Healthy Survey (SF-36), 16 was administered to all patients at baseline, at the 6-month follow-up, and at the 1-year follow-up (end of study). A brief semistructured interview (Table 2 ) was conducted concurrently with all trial participants at baseline and 1 year. A total of 112 baseline and 1-year interviews from 56 patients-28 from each study group-were randomly selected and analyzed until reaching saturation. We integrated qualitative and quantitative approaches at the data collection and interpretation stages following a "concurrent triangulation strategy" to provide a more comprehensive assessment of the care management component and corroborate related fi ndings. 
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Data Collection
Three research staff with expertise in health services research conducted the qualitative interviews, either in person in a private hospital room or by telephone. To standardize interviewing techniques, all interviewers received prestudy and ongoing training in qualitative interviewing and analysis from the medical anthropologist on the research team. Regular team meetings were held to discuss data quality issues. The same interviewer conducted both the baseline and 1-year (study end) interviews for each patient interviewed. Interviewers did not have contact with patients before the study. In-person interviews lasted an average of 30 minutes and were audio-recorded and transcribed for analysis. Telephone interviews tended to be shorter in duration (15 to 20 minutes) and were recorded in shorthand; the shorthand notes were developed into full notes following the interview. The percentage of interviews done in person was greater at study baseline (64%) than at 1 year (24%), but this did not vary by interviewer or group.
Data Analysis
We analyzed the qualitative and quantitative data separately. Qualitative transcripts were entered into NVivo 2.0 (QSR International, Cambridge, Massachusetts) for data management and analysis. 18 The multidisciplinary analytic team consisted of the 5 researchers trained in qualitative analysis: a family physician, a medical anthropologist, a nurse-practitioner, a social worker, and an epidemiologist. All 5 analysts reviewed the selected baseline transcripts; 3 analyzed the follow-up interviews with control patients, and 2 analyzed the follow-up interviews with intervention patients. The analysis followed the content-driven, immersion and crystallization approach, consisting of a systematic iterative process of text interpretation and categorization to establish patterns of importance. 19, 20 First, the analysts independently reviewed the transcripts to identify meaningful descriptions or noteworthy statements related to the research questions. They then met to compare preliminary fi ndings and debate interpretations before developing coding strategies through consensus; themes were subsequently derived from the series of coded statements to establish the main fi ndings. Trustworthiness of the analysis was strengthened by the diversity of perspectives that functioned as checks and balances in the analytic process, and through postanalysis transcript searches for confl icting or disconfi rming evidence. 21 To assess patients' function with the SF-36, we followed scoring procedures to create a physical component summary score and a mental component summary score. These 2 measures served as the dependent variables in separate 2-way factorial analyses of variance (ANOVA) with group (intervention vs control) as the between-patients factor and time (baseline, 6 months, and 12 months) as the within-patients factor. In addition to the main effects of time and treatment, the time-by-treatment interaction was of particular interest in this analysis. This analysis yielded trends in functional and health outcomes, which could be triangulated with qualitative fi ndings of perceived benefi ts of care management and the value of integrated medical and mental health care.
RESULTS
Patient Characteristics
Baseline characteristics of the 56 patients whose interviews were analyzed are shown in Table 3 . Two-thirds were male; about half were white and more than onethird were African American. The majority (73%) had a high school education or less. Nearly 65% were unemployed, 94% had annual household incomes of $20,000 or less, and 29% had been homeless at some time. Almost 38% had more than 1 mental health disorder.
Care Experiences
As expected, at baseline most patients described negative experiences with both mental and physical health care. Patients talked about diffi culties with health care access and insurance. Predictably, access to care was challenging for many. For instance, as some commented, "There are a lot of choices but not a lot of information"; and "It took 2 hours to get the Pap done … I never went back." Participants expressed frustration about a lack of insurance, for example, stating, "It's like having a fi nger off your hand when you don't have insurance; something's missing." Patients commented on the diffi culty of the process, as in, "I was supposed to recertify [Medicaid] but … I was working and making too much money"; and "My Medicare … covers only ER and hospital visits … it should cover the things you need, which for me is medication and doctor's visits."
Participants' experiences in obtaining health care were also colored by various personal challenges, evident in such comments as, "I stopped going because I'd get depressed"; and "I've had mostly bad [experiences] because of the voices I hear." Experiences were also colored by self-recrimination; for instance, one patient commented, "my head wasn't on straight, … I blame myself …"; whereas another asserted, "if the person doesn't go get it, it's their fault."
Another theme pertained to clinician-patient communication issues, specifi cally, the clinician's ability to listen and explain care recommendations in a way that the patient could understand. For example, comments included, "I talk but they don't hear me…, he wasn't listening to me"; and "it's a big scene and it doesn't seem anyone is listening." Another patient noted that "when it comes to dispensing medication, they need to know that our minds are 100 places elsewhere … we need things explained more." An additional common theme was respect for patients or lack of it. Several patients mentioned being treated respectfully, for example, stating, "I feel I was taken care of properly in a 'mannerful' way"; and "I've always been treated well, always [with] a smile." Others, however, described experiences of disrespect, as when "the doctors cuss at me because I hadn't taken care of myself."
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Care Connections
Fully 20 (71%) of the 28 patients in the intervention group indicated that having a care manager to assist them with primary care access was benefi cial. One patient mentioned, "I go to the Community Health Center, which you helped me get … I feel more comfortable that I have a regular doctor. I don't feel so exploited." Another patient also linked with primary care, who had already received a diagnosis of type 2 diabetes mellitus, was reassured: "You have to have a doctor. … If you keep skipping around, it's like a hopscotch game"; and "I like that I have a regular doctor … you're the one who helped me get to see him!" This sentiment was echoed by a patient with chronic back pain, who commented, "I'd say (my health) is excellent because you helped me right away … having a regular doctor makes me feel at ease"; as well as by another in need of gynecologic care, who stated, "You guys made it easier. … If I'm sick, I don't have to go to Rite Aid. I have a real doctor that knows my body."
One respondent in particular said at baseline that he hated doctors and thought that having a regular doctor was "bull," but after being connected with primary care admitted "my physical health is good … I'm in a program called Solutions to Wellness … it's good to have a regular doctor." Becoming established with a regular physician with the help of care managers resonated with several other patients, who reported, "Oh, it means a lot to me now. I never had one before. … He's a very good doctor"; and "it means there's somebody out there to talk to me, to help me and get my medications from … it felt good."
In contrast, patients who did not receive care management (the control group) noted their lack of a connection to primary care. These patients commented on what having a regular physician would mean to them: "It would mean a lot because right now I need medical stuff like birth control and to get my asthma checked"; "It would mean a lot because I had unprotected sex … and now I want to get tested"; "It means a lot because you never know what can happen"; and "It would mean everything to me. To actually talk to someone. Right now I'm in limbo." One respondent also mentioned the impact that having a regular physician might have on the setting used for obtaining care: "… then I wouldn't have to sit in the ER."
Care Integration
In response to a hypothetical question about the potential value of integrated medical and mental health care ( Table 2 , question 5b), patients offered favorable opinions, with no differences at baseline or 1 year in responses. The notion of having a regular physician who confers with a mental health care professional appealed to many patients. As one observed, "2 places that would be familiar with me, the patient being me." Several felt that communication between these 2 health care professionals might improve overall care: "This would be good … the doctor would not be speculating … both … would know and understand what's going on with my care"; "it's important … this way they're on the same page on what to do for me"; and "that would be good because my physical health might affect my mental health." Other patients remained unsure about the prospect of having a regular physician who confers with a mental health care professional, saying, "I never needed it"; and "I couldn't answer that … couldn't imagine." In addition, some patients were concerned about a potential breach of confi dentiality from such integration of care, stating, for instance, "I probably would have a problem with that … it makes me feel weird"; and "I like confi dentiality … some distance … I want to give information at my own free will."
Functional Outcomes
At 6 months, relative to control patients, intervention patients had signifi cantly better physical function (SF-36 physical component summary score: F1,33 = 5.55, P = .03) and mental function (SF-36 mental component summary score: F1,33 = 5.03, P = .03). At 1 year (study end), however, the differences were no longer signifi cant, although there was an overall trend toward functional improvement over the course of the study for the intervention group. The physical health problems in the control and intervention groups were comparable and included type 2 diabetes, hypertension, hyperlipidemia, arthritis, and asthma.
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DISCUSSION
This qualitative work found that over 1 year of followup among patients who had experienced a psychiatric crisis, those in an intervention group with care managers had easier access to primary care and felt it was of benefi t to them. As one patient commented, "Having a primary care doctor was like an ace in the hole! It meant security and peace of mind."
This study provides added insight about patients who seek care from the health system with some kind of psychiatric emergency, and the fi ndings support other studies wherein nurse case management was an effective strategy among patients with serious psychiatric problems. It is ideal to establish care connections in the community whereby primary care clinicians provide collaborative and continuous care to patients with mental disorders. 12, [23] [24] [25] Related research has documented the importance of linking patients to primary care. In one study, linkage following detoxifi cation produced better patient outcomes. 26 The benefi ts of connections to primary care for patients with substance use problems included improvement of overall care, early identifi cation and treatment of conditions recognized by primary care and mental health professionals, and the possibility of improved outcomes of substance abuse treatment. 27, 28 Functional assessment of the patients in our study indicated a trend toward improved physical and mental health summary scores for patients in the intervention group at the 1-year follow-up, which converged with the patients' mostly favorable qualitative assessments of care management. Future work needs to replicate this fi nding and assess outcomes with extended follow-up periods.
Patients in our sample discussed known barriers to health care at various system levels: patient, care process, and health care system. 4 They emphasized the importance of good communication, sensitivity, and respect between clinicians and patient. Patients also acknowledged personal challenges to obtaining or accepting medical help. In addition, most study patients lived below the federal poverty level. Although those with Medicaid found it easier to access health care, most faced continued diffi culties in maintaining health insurance and coverage for needed psychiatric medications-a particularly important component of their health care.
The concept of an integrated system of medical and mental health care seemed to interest many study participants, as several even recognized the interconnection of physical and mental health. Other patients, however, expressed concerns about such integration, preferring to keep their health issues private. These concerns will need to be addressed in current efforts to bring together disjointed systems of care, as highlighted in the IOM report. 4 There are several important limitations to this study. Different interviewing modes (in-person vs telephone) may have affected the depth and quality of the information obtained. Interviewers were not blinded to study conditions at baseline or study end, which may have affected their qualitative probing. Patients were quite willing to discuss their health care encounters, nevertheless. Another potential limitation is that this sample may have experienced above-average diffi culty with the health care system because most were socioeconomically disadvantaged. Finally, the participants' literacy level, which may have affected their responses to care, was not assessed.
This qualitative analysis supports quantitative fi ndings that care management is effective in helping patients access primary care after a psychiatric crisis, and that for some it makes the difference between fi nding a regular physician or going without care.
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Firsthand patient accounts of their experiences with and opinions about seeking and obtaining health care are essential feedback in building bridges between disjointed systems of care. Care connections are vital for these patients, many of whom have chronic conditions needing ongoing medical management. Future work should assess the sustainability of care connections and longer-term patient health outcomes.
